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NAPA VALLEY 2 COLLEGE

Annual Tuberculosis Symptom
Review Form for HEOC

Please print
Name: Date of birth: Which HEOC Program?
TB History
1. Have you ever had a POSITIVE TB screening? [] Yes 0 No
2. What is your country of birth?
3. Did you receive BCG as a child? [ Yes [] No
4. Have you ever been prescribed INH treatment? [ Yes [J No
5. Do you have diabetes, HIV, or another chronic condition that [] Yes [J No
impairs your immune system?
If YES, do you take immunosuppressive medication? [] Yes [] No
Explain:

TB Exposure Risk

1. Since your last screening, have any of your roommates, friends [ Yes [] No
or family members been diagnosed with active Tuberculosis?

2. Since your last screening have you cared for a TB patient without [ Yes [] No
wearing an N95 mask?

3. Since your last screening have you traveled outside of the United [ Yes [J No
States for an extended time of greater than 30 days?
If YES, where?

TB Symptom Review

Since your last screening, have you experienced any of the following:

1. Cough or chest pain that lasted longer than three weeks [] Yes [J No
2. Fever that lasted longer than three weeks [ Yes [] No
3. Coughing up blood [ Yes [] No
4. Excessive sweating at night [] Yes [] No
5. Unexplained weight loss ] Yes [] No
6. Unexplained increase in weakness/fatigue [] Yes [] No
Signature Date

Attach all supporting documentation and deliver to HEOC. Contact Cindy Miller if any questions about paperwork.
cmiller@napavalley.edu or call 707-256-7601.
*For health related questions, please contact Student Health at Melissa.Datu@napavalley.edu
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